Summary
: the spleen on the greater curvature side, with care taken to avoid injury to the spleen and the short gastric artery. Myotomy was then performed on both the anterior and the posterior walls of the stomach. During myotomy, the submucosa should be fully exposed for complete denervation of the serosa and the muscle layer of the stomach.
Following myotomy, sero-serosal suture was carried out after inversion of the serosa and the muscle projecting the cut surface of the stomach (Fig.1 
Gastric Acid Output
In the 36 patients with duodenal ulcer, excluding the 4 emergency cases, the basal and maximal acid outputs (BAO and MAO) were compared preoperatively and at 6 months postoperatively.
A satisfactory reduction in acid output was achieved, with a mean reduction rate of 71.4% in BAO and 79.9% in MAO ( 
Mortality and Morbidity
The gastric mucosa-was injured during myotomy in 2 of 40 patients (5.0%). The injured mucosa was simply sutured by 3-0 Dexon, and did not cause any problem. No other early or late post operative complication was present.
In addition, no peptic ulcer recurrence has been noted. gastrectomy) has. the lowest ulcer recurrence rate and also achieves the greatest acid reduction, both basal and stimulated. However, morbidity and mortality are greater with vagotomy procedures cornbined with gastric resection than vagotorny without gastric resection.
If gastrectomy is not included, the greatest acid reduction is attained by successful SPV, followed by Selective Gastric Vagotomy (SGV), and finally by Trancal Vagotomy (TV).
The need for a careful dissection encircling the intra -abdominal esophagus for at least 6 cm has been indicated by Kronborg et al. (1977) and Nyhus et al. (1980) for complete SPV. In TGM with SPV, the abdominal esophagus is dissected only up to 2 cm from the E-G junction to avoid esophageal injury and postoperative achalasialike syndrome. The esophageal circular myotorny recommended by Hedenstedt et al. (1980) allows for safe severing of the intramural vagus branches, but must be viewed skeptically because of the possible postoperative complications. Similar objections have been reported by Taylor (1980) and Chen et al. (1983) , involving the lesser gastric curvature and fundus myotomy, with the extent of dissection disputed at the crow's food area.
The effectiveness of vagotomy has been predominantly studied in patients with duodenal ulcer, since the pathogenetic connection with acid secretion is more convincing for duodenal ulcer than for gastric ulcer. There is a close correlation between the frequency of ulcer recurrence and the extent of acid reduction achieved by vagotorny.
A satisfactory reduction of acid output was achieved and a mean reduction rate of 71.4% in BAO and 79.9% in MAO in our clinical studies of TGM with SPV. 
